Health-care providers play a major role in providing good quality care and in preventing psychological distress among mothers living with HIV (MLHIV). The objectives of this study are to explore the impact of health-care services and satisfaction with care providers on psychological distress in MLHIV. One hundred MLHIV were recruited from community and clinical settings in the province of Quebec (Canada). Prevalence estimation of clinical psychological distress and univariate and multivariable logistic regression models were performed to predict clinical psychological distress. Forty-five percent of the participants reported clinical psychological distress. In the multivariable regression, the following variables were significantly associated with psychological distress while controlling for sociodemographic variables: resilience, quality of communication with the care providers, resources, and HIV disclosure concerns. The multivariate results support the key role of personal, structural, and medical resources in understanding psychological distress among MLHIV. Interventions that can support the psychological health of MLHIV are discussed.
Women living with HIV (WLHIV) account for over half of people living with HIV (PLHIV) worldwide (UNAIDS, 2013) . WLHIV have to cope with both psychosocial and physical stressors that significantly impact the development of psychopathology (Benoit et al., 2014; Brackis-Cott, Mellins, & Block, 2003; Herek, Saha, & Burack, 2013; McIntosh & Rosselli, 2012) . Among these stressors, access to health care, treatment, and satisfaction with medical providers are predominant. PLHIV face many barriers that can decrease quality of health care, including geographical distance and transportation, poor access to HIV specialists, stigmatization by health-care professionals, community stigmatization, and a lack of resources such as money (Barsky & Albertini, 2006; Carter et al., 2013; Heckman et al., 1998; Moneyham et al., 2010; Reif, Golin, & Smith, 2005) . WLHIV are particularly vulnerable to these barriers and to underutilization of the health services they need. For example, WLHIV are more likely than men to postpone care due to lack of transportation (Cunningham et al., 1999) .
Health-care providers play a major role in providing good quality care and in preventing psychopathology among WLHIV. Dissatisfaction with medical care and the physician-patient relationship, including patientdoctor communication and doctors' interpersonal manner, is associated with depressive symptomatology (Burke et al., 2003) and impedes medication adherence (Roberts, 2002) . In contrast, a better quality of the physician-patient relationship is associated with higher HIV medication adherence (Roberts, 2002; Schneider, Kaplan, Greenfield, Li, & Wilson, 2004) . The Women's Sexual and Reproductive Health Cohort Study (Kaida et al., 2013) findings show that 58% of WLHIV receive HIV-related medical care from an HIV specialist and 38% from a family doctor with expertise in women and HIV. Women accessed a median of 5.0 additional HIVrelated services over the previous year, including AIDS service organizations (ASOs; 64%), income support (34%), obstetrics and gynecology (34%), counseling (21%), and religious/spiritual (17%) services (Kaida et al., 2013) . The lack of access that WLHIV have to HIV specialists can compromise the quality of care (Carter et al., 2014; Cunningham et al., 1999; Heckman et al., 1998; Moneyham et al., 2010) and expose them to stigmatization, reactions of disdain and fear, or refusal of treatment (Barsky & Albertini, 2006; Moneyham et al., 2010) .
WLHIV also face distinct reproductive concerns regarding fertility and parenthood that may not be adequately addressed by non-HIV specialist care providers. They can face negative judgment by their physician for trying to become pregnant (Wagner et al., 2010) . WLHIV with dependent children also express concern over losing child custody (Huba et al., 2001) . Discrimination and feeling of being unsafe and unwelcome in health resources can result in WLHIV mistrusting health professionals and refraining from using health services despite their need for them Kinsler, Wong, Sayles, Davis, & Cunningham, 2007; Sayles, Ryan, Silver, Sarkisian, & Cunningham, 2007; Sayles, Wong, Kinsler, Martins, & Cunningham, 2009; Sohler, Fitzpatrick, Lindsay, Anastos, & Cunningham, 2007) . Fear of stigma can fuel HIV denial, leading WLHIV to refuse HIV treatment and compromise their health (Barsky & Albertini, 2006; Moneyham et al., 2010) . Fear of stigma in the proximal community often encourages WLHIV to seek resources far from home where they cannot be recognized, resulting in additional costs that can compete with nonmedical needs (Cunningham et al., 1999; Moneyham et al., 2010) .
The lack of personal and material resources such as resilience, literacy, stable housing, job, or income also compromises access to health and HIV resources and treatment observance among WLHIV (Barsky & Albertini, 2006; Cunningham et al., 1999; Heckman et al., 1998; Moneyham et al., 2010; Reif et al., 2005) . WLHIV with dependent children are also more likely to delay or decline medical care as they often lack support services such as low-cost childcare assistance (Sohler, Li, & Cunningham, 2009; Stein et al., 2000) .
Overall, several studies suggest that the health care received by WLHIV are inadequate in regard to their needs, especially those who have dependent child or who want to become pregnant (Burke et al., 2003; Carter et al., 2013 Carter et al., , 2014 Hackl, Somlai, Kelly, & Kalichman, 1997; Kaida et al., 2013; Sohler et al., 2009; Stein et al., 2000) . Data on the access to care and mental health that mothers living with HIV (MLVIH) have are scarce and dated. There remain major gaps in our knowledge about the access to health-care, mental health, and psychological well-being of MLHIV. The objectives of this study are to explore the impact of health-care services and satisfaction with the care providers on psychological distress in MLHIV.
Methods

Sample and procedure
One hundred MLHIV were recruited between March 2011 and July 2013 from Quebec ASOs (n = 36) and two Montreal hospitals (n = 64). In community organizations, this study was announced through posters, newsletters, and support groups. Women who wanted to participate in this study were referred to the research coordinator. Eligibility criteria were as follows: being HIV-positive, living in the province of Quebec (Canada), being fluent in French or English, and having dependent children aged at least 5 at home. Recruitment proceeded in two steps: first, a member of the staff (social worker or research coordinator) presented this study to eligible women (in support groups, by phone or in face-to-face meetings) and referred them to this study's coordinator. Second, an interviewer from the research team met the participants at the time and place of their choice. All participants signed a consent form before completing a questionnaire administered face-to-face by the interviewer (average length of administration = 45 minutes). Thirteen participants refused to participate in this study in the clinical settings; refusals were undocumented in the ASOs. Thus, refusal rate was at least 11.5%, possibly higher. A list of resources and financial compensation (20$) were given to participants. This study was approved by the ethics committees of the Université du Québec à Montréal and the recruitment clinics.
Measures Table 1 presents the variables measured among the participants. They included sociodemographic and control variables, psychological distress, resilience, number of HIV care providers, quality of communication and satisfaction with care providers, and barriers to care and HIV stigma. Overall, internal consistency for each instrument was moderate to high (α = .69-.89).
Statistical analysis
Univariate and multivariate logistic regression models were performed to assess the relationship between clinical psychological distress and the explanatory variables. Explanatory variables associated with clinical psychological distress with a p-value < 0.05 in univariate models were included in the multivariate models. Sociodemographic and control variables were included in the multivariate logistic regression model, whether or not they reached statistical significance in order to control for potential confounders. The low mean value of the variance inflation factor (1.51) indicates no issue with multicollinearity.
Results
A total of 100 MLHIV completed the interview. Their characteristics are shown in Table 2 . Participants were aged 40.8 years old on average (SD = 6.6, range = 22-66), were diagnosed with HIV for a mean time of 11.5 years, and were reported a median number of two dependent children or grandchildren (range = 1-5). Average attendance at religious services was close to once a month (M = 2.8, SD = 1.9). Forty-seven percent reported a high school diploma or less, 48% had an annual income of $20,000 CAD or less, and 75% were born outside Canada. Overall, participants reported 3.7 health-care providers (out of a maximum of 13 providers) and were quite satisfied with the quality of communication with their health-care providers and the services they provided (respectively scoring 4.3 and 4.5 out of a maximum of 5). The most prevalent barriers to care were community stigma and resources (scoring respectively 2.8 and 2.6 out of a maximum of 4). The main sources of stigma for participants were disclosure concerns and concerns with public attitudes toward PLHIV (scoring respectively 3.4 and 3.2 out of a maximum of 5). Clinical psychological distress was reported by 45% of the MLHIV, and the average score of resilience was on the lower end of the scale (2.88 out of a maximum of 5).
As shown in Table 3 , univariate comparisons of participants according to their clinical psychological distress status revealed no differences with regard to (Bensing, 1991) . Response options range from 1 (strongly disagree) to 5 (strongly agree). An item example would be: My medical team is good at handling problems.
.69
Barriers to care Twelve items covering four main barriers in accessing care among PLHIV, namely geography/distance barriers (i.e., long distances to medical facilities and personnel), medical and psychological service barriers (i.e., the lack of health-care professionals who are adequately trained and competent in HIV/AIDS care), community stigma barriers (i.e., the level of knowledge about HIV/AIDS among citizens in the community), and resource access barriers (i.e., personal financial resources) from the Barriers to Care Scale (Heckman et al., 1998) . Response options range from 1 (no problem at all) to 4 (major problem). An item example would be:
The lack of transportation to access the services I need.
.69-.83
HIV stigma Ten items covering personalized stigma, disclosure concerns, negative self-image, and concern with public attitudes toward PLHIV, from the HIV Stigma Scale (Wright, Naar-King, Lam, Templin, & Frey, 2007) . Response options range from 1 (strongly disagree) to 5 (strongly agree). An item example would be: I have been hurt by how people reacted to learning I have HIV.
. 77-.80 AIDS Care 733 the number of health professionals, satisfaction with medical care, barriers to care related to geography/ distance and community stigma, and concerns with public attitudes toward PLHIV. Univariate comparisons revealed differences with regard to six explanatory variables. Participants reporting clinical psychological distress scored significantly lower on the following scales: resilience and quality of communication with the care providers. Participants reporting clinical psychological distress scored significantly higher on medical and psychological barriers to care, barriers to care related to resources, disclosure concerns regarding who they tell that they are HIV-positive and negative self-image. In the multivariate logistic regression model (Table 3) , four explanatory variables remained significantly associated with clinical psychological distress while controlling for sociodemographic variables: resilience, the quality of communication with the care providers, barriers to care related to access to resources, and disclosure concerns regarding who they tell that they are HIV-positive.
Discussion
This study revealed that 45% of the MLHIV in this sample suffered from clinical psychological distress, which is twice the rates observed in the general Quebec female population, which range from 22.1% to 26% (using the same scale; Camirand & Nanhou, 2008) . This result confirms the increased vulnerability to psychological distress among MLHIV (Benoit et al., 2014; Brackis-Cott, Mellins, Dolezal, & Spiegel, 2007; Catz, Gore-Felton, & McClure, 2002) . This high prevalence cuts across sociodemographic characteristics and cannot be explained by low socioeconomic position, immigration status, or time since HIV diagnostic. The multivariate results support the key role of personal, structural, and medical resources in Personal resources refer to resilience and the personal qualities that enable one to thrive in the face of adversity (Connor & Davidson, 2003) as well as the capacity to deal with HIV disclosure concerns. Disclosure concerns refer to controlling information, keeping secret one's HIV status, and worrying that people who know the respondent's HIV status will tell others (Berger, Ferrans, & Lashley, 2001) . The more the participants were living in fear of being discovered and being hypervigilant about possible threats about their HIV status, the more likely they were to be clinically distressed, supporting previous findings linking depression and HIV stigma among WLHIV (Logie & Gadalla, 2009; Murphy, Austin, & Greenwell, 2006) . Structural resources hindering care include a lack of adequate housing, unemployment, work environment insensitivity to HIV, and financial strain. While medical care is covered by insurance in Quebec, financial challenges can impair access to HIV medication because of the deductible of insurance companies which compels MLHIV to prioritize between their differing needs. These factors were associated with clinical psychological distress, supporting previous conclusions linking financial strain to psychological distress among PLHIV (Barsky & Albertini, 2006; Benoit et al., 2014; Cunningham et al., 1999; Moneyham et al., 2010; Reif et al., 2005) .
As suggested by previous findings (Burke et al., 2003; Burke-Miller et al., 2006) , the better the quality of communication with health-care providers, the less likely the participants were to report clinical psychological distress. While clinically distressed participants may be more likely to describe their medical resources in a negative way, it is also possible that the quality of communication with health-care providers, established in patient-centered behaviors, empathy, warmth, and interest, plays a role in helping MLHIV to better cope with adverse life events and in preventing psychological distress.
Contrary to previous findings (Barsky & Albertini, 2006; Cunningham et al., 1999; Heckman et al., 1998; Moneyham et al., 2010; Reif et al., 2005) , psychological distress was not significantly associated to geographical distance and community stigma as barriers to health care. Plausible hypotheses are that participants in the present study are mostly urban and have access to multiple and 
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insurance-covered health-care providers specializing in HIV treatment. Access to HIV-specialized medical care may also decrease the stigma from health providers that is reported in other studies. Thus, MLHIV may be less influenced by these factors than those in rural areas, as suggested by Heckman et al. (1998) . While the lack of medical personnel specializing in HIV (reflected in the variable medical and psychological barriers to care) has been associated with psychological distress in the univariate analysis, its loss of significance in the multivariate model can be explained by the greater importance of the quality of communication with the care providers in a context of availability of trained medical staff. Contrary to Riggs, Vosvick, and Stallings' (2007) results, personalized stigma was not associated with psychological distress in the present study. This may be associated with the fact that the experiences of stigmatization (e.g., loss of friends) were only moderately prevalent among MLHIV. Given that the participants' concerns regarding their serostatus disclosure, public attitudes toward HIV, and community stigma were high, this is likely to reflect the low rate of HIV disclosure among them, minimizing the direct, personalized experience of stigma, rather than the low level of stigmatization following disclosure.
Implication for practice
The results suggest the importance of multidisciplinary practice in supporting the mental health of MLHIV, involving physicians, mental health providers, and social workers. As primary care providers, physicians play a key role. To improve the quality of communication with their patients, physicians must take time to explain the various test results (e.g., CD4, viral load, and biopsy) and decisions regarding the choice of treatment in a language that is accessible to the patients, making sure that they fully understand their explanations. They should also be able to identify patients with higher risks of psychological distress and to refer them to mental health-care providers. Mental health-care providers must aim at developing coping and resilience strategies to face the everyday challenges related to HIV management and stigma.
Also, the findings show the importance of paying special attention to mothers with dependent children, as they face unique challenges regarding their family's needs. By inquiring about the overall quality of life of their patients, care providers would learn more about their needs and be better able to direct them to the relevant resources. To do so, they need to carefully assess the potential factors affecting the mental health and quality of life of MLHIV (financial challenges, immigration status, stressful events, childcare, family planning, and social support availability). As nonmedical needs can often be prioritized over medical needs, MLHIV would benefit from the support of social workers in developing the knowledge and skills to access resources to satisfy basic needs such as food, stable housing, childcare assistance, and clothing.
Limitations
There are limitations to this study that should be acknowledged. The small sample size may have decreased the statistical power to detect statistical differences. Due to our recruitment sites, this sample mostly consists of MLHIV living in urban areas. While they were mostly poor and immigrant, they reported an average of 3.7 different types of health-care providers, reflecting both a recruitment bias (recruited in medical and community venues) and the free access to health care in Quebec (Canada). Thus, these findings do not represent mothers who have little access to care. In addition, the cross-sectional design of this study limits the strength of the current findings and do not allow for conclusions about causal relationships between psychological distress and the factors under study. The participants' answers during the interviews concerning their actual experiences with HIV resources may have been influenced by social desirability, given the nature of the face-to-face interview. Finally, the monetary compensation offered to participants must be taken into account in possible bias as it can impact the data validity, the sampling, and the study replicability (Klitzman, Albala, Siragusa, Nelson, & Appelbaum, 2007) .
Despite these limitations, this study contributes to bridging the gaps in the knowledge about the relation between access to health-care and psychological wellbeing among MLHIV. Future research using longitudinal design and investigating more closely the relationship of the MLHIV with their health-care providers, the nature of their interactions, and their impact on the MLHIV's psychological well-being would provide valuable evidence to develop programs on HIV issues and communication skills for health-care providers working with HIV-positive patients.
